Introduction: Surgeries done under local anesthesia are associated with fewer perioperative risks and postoperative complications compared to general or spinal anesthesia. This study was contemplated to test the feasibility and efficacy of local anesthesia in anorectal surgeries.
INTRODUCTION
Day care surgery has emerged as an accepted modality for various surgical interventions. The current trend of minimal access surgery should be supplemented by means to decrease cost and to provide early ambulation and timely discharge of the patients. 1 Day care surgery is popular because of its, 4 'A's, i.e., alertness, alimentation, ambulation, and analgesia. 2 Around 5% of adult population have anorectal diseases. 3 Local anesthesia for surgeries of anal canal can provide full relaxation associated with fewer risks and complications compared with general and spinal anesthesia.
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MATERIALS AND METHODS
A total of 50 patients presenting with anorectal problems to the Department of Surgery, Dayanand Medical College and Hospital, Ludhiana, Punjab, India, were selected for experiment under local anesthesia. After taking informed consent, patients were assessed and worked up as per protocol for general anesthesia for safety reasons. Patients were counselled about the procedure, the type of anesthesia, amount of pain expected, and the postoperative benefits. This ensured cooperation from these well-motivated patients. Inclusion criteria were patients aged more than 16 years, requiring surgeries for anorectal problems, such as hemorrhoids, anal fissures, fistula, perianal abscess, perianal hematoma, hypertrophied papilla, perianal sinus, rectal polyp, etc., who were American Society of Anesthesia grades I and II and gave consent for surgery under local anesthesia. Exclusion criteria were patients aged less than 16 years, over-apprehensive, mentally unsound, suffering from highly infectious diseases, morbidly obese or having complications of anal diseases, e.g., obstruction or strangulation of hemorrhoids. Preoperative preparation included keeping patients on clear liquid diet 1 night prior to surgery and nil per oral for 6 hours. All patients were given three tablets of dulcolex orally, 1 night prior to the surgery. One hour before surgery, an applicator containing 5% lignocaine base ointment was inserted into anal canal, and about 5 gm was squirted inside and the ointment was spread along the anal walls manually. Patient was placed in a jack-knife position, and the buttocks taped apart. For sedation, 2 mg to 3 mg of midazolam hydrochloride (5 mg in a 5 mL solution) was given intravenously. An additional 5 gm dose of lignocaine (5%) ointment was squirted into anal canal and was spread on rectal walls with gloved finger.
During surgery, a cocktail of local anesthesia composed of 10 mL bupivacaine hydrochloride (0.5%) and 10 mL xylocaine (2%), 1 mL soda bicarbonate and 1 mL adrenaline (1:2,00,000) was slowly injected around the perianal skin using a 24-G needle. This was to block the sensation of the anoderm. Right angle retractor was inserted. Wherever necessary, additional 2 mL of local anesthesia was injected directly in the submucosal space on the right and left sides of anal canal to obtain full relaxation of the internal sphincter. This was especially necessary in anal fissure cases in which the extreme internal sphincter spasm had to be overcome. This made the operative field ready for any type of anal surgery. Intraoperative parameters like blood pressure, pulse and respiratory rate, intensity of pain, i.e., mild, moderate, or severe, were closely monitored. Postoperative parameters recorded were: Timing and frequency of analgesic dose requirement, need for bladder catheterization, nausea, vomiting, headache, respiratory complication, time needed for the patient to be ambulant and hospital stay. Intravenous paracetamol was kept for rescue analgesia. Delayed complications like wound infection and hematoma formation were documented.
RESULTS
Among the 50 patients of anorectal diseases selected for surgery under local anesthesia, 44% (22 patients) had anal fistula, 26% (13 patients) had anal fissure, 12% (6 patients) had hemorrhoids, 6% (3 patients) had perianal hematoma, 4% (2 patients) from perianal abscess and 2% (1 patient) each from perianal sinus, hypertrophed papilla and rectal polyp. In 2% (1 patient) cases, anal biopsy was taken for carcinoma anal canal under local anesthesia (Table 1 ). Approximately 84% (42 patients) experienced no pain and tolerated the procedure very well and 12% (6 patients) complained of mild pain during the procedure. The first prick on the anal verge was painful in these cases. Only 4% (2 patients) who were operated for hemorrhoids had moderate pain, as surgery got prolonged in them ( Table 2 ). The average duration of procedure was 19 ± 6 (mean ± SD) minutes. Surgery was completed within 20 minutes in 78% (39 patients). In rest of the patients (22%, n = 11), the duration of procedure lasted from 21 to 30 minutes ( Table 3 ). The patients required analgesic dose after 4.25 ± 1.14 hours of completion of the procedure. About 46% patients required first dose of analgesic after 2 to 4 hours, 48% after 4 to 6 hours, 4% after 7 to 8 hours. Merely 1 patient required analgesia within 1 to 2 hours after operation (Table 4) . Average time required for ambulation after the procedure was 50 ± 13 minutes. Nearly 82% (41 patients) were ambulant within 31 to 60 minutes of completion of procedure, 4% (2 patients) within first 30 minutes, and 14% (7 patients) needed rest of 1 to 1½ hour before mobilization (Table 5 ). Around 6% (3 patients) had a complicated postoperative course. 4% (2 patients) had postoperative wound infection ( Table 6 ). One of them was a known case of diabetes mellitus with uncontrolled glycemic status, operated for hemorrhoids. 
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The infection was controlled with good glycemic control and antibiotics. Another case with anal fissure, in which left lateral internal sphinterotomy was done, had abscess formation, for which incision and drainage had to be done. The duration of hospital stay varied from 1 day to 4 days (56% up to 1 day, 22% for 2 days, 20% for 3 days).
DISCUSSION
Ambulatory surgeries account for over 60% of all elective operative procedures performed. Patients benefit from day care surgery as it minimizes cost, decreases separation from their home and family environment, reduces surgery waiting time, decreases their likelihood of hospital acquired infections, and appears to reduce postoperative complications. 6, 7 The conventional spinal or general anesthesia impose restrictions on perioperative oral intake and movement in addition to need for recovery room stay. 8 This study highlights the benefits of local anesthesia in anorectal surgeries. Local anesthesia proved to be a satisfactory and safe alternative for the surgeon by providing adequate level of anesthesia and relaxation at the operative site, with minimum systemic risks. It was as good for the patient in terms of lesser need for postoperative analgesia and its dosages. It has been demonstrated by experimental studies that local infiltration inhibits build-up of local nociceptive molecules and therefore, there is better pain control in postoperative period. The pain incidence in the present study (No pain -84%, mild -12%, moderate -4%, severe -0%) was slightly more as compared to study by Henriques et al 9 where 96.7% patients experienced no pain at all. The results of the present study were better than those reported by Sobrado et al. 10 who have reported severe pain in 16.1% cases out of 351 patients studied, and Selvasekar et al, 11 who reported pain in 47% cases operated for grades II and III symptomatic hemorrhoids, under local anesthesia. Spinal and general anesthesia is known to have complications like hypotension, headache, backache, meningitis, sore throat, nausea, vomiting, urinary retention etc. Local anesthesia is safe as it has minimal systemic effects. It is slowly absorbed and whatever is absorbed into the systemic circulation is metabolized. With the dose of xylocaine and bupivacaine used in this study, they are unlikely to reach the toxic levels in the systemic circulation. Vital signs of all the study patients, i.e., pulse rate, blood pressure, and respiratory rate did not show any remarkable change in the perioperative period. No hypersensitivity or systemic adverse effects occurred in any of the patients and no one had complications like nausea, vomiting, headache, urinary retention etc. Local anesthesia could be comfor tably given to patients who were poor risk cases for general or spinal anesthesia and it proved to be a safe alternative in patients with cardiorespiratory disease. Five patients, in the present study, who had cardiovascular comorbidities, were safely and successfully operated under local anesthesia without any complications. The technique of administration of local anesthesia is easy to learn and can be mastered easily as compared to spinal anesthesia. There was no intraoperative excessive bleed or postoperative hematoma formation suggesting no increased bleeding tendencies during procedures under local anesthesia. Average time required for ambulation after the procedure was 50 ± 13 minutes. Majority of the patients (86%) were ambulatory within 60 minutes and all within 90 minutes with very little discomfort while walking, mainly due to anal packing, however few of them required support while walking. Almost all patients were initiated on oral diet within 1 hour of the surgery as there was no postoperative nausea or vomiting. In a study by Read et al, 12 recovery time for patients undergoing anorectal surgery under local anesthesia with intravenous sedation was 79 ± 34 minutes. The incidence of complication was 4%, which consisted of nausea, vomiting, transient hypotension, bradycardia or arrhythmia, hypoxia or hypoventilation, urinary retention or severe patient discomfort. 12 No such complication were observed in the present study, the recovery time was 50 ± 13 minutes and 56% patients were discharged on the same day. The wound infection seen in some patients could be due to the inherent diseases (diabetes) and inadvertent fecal contamination, the risk of which remains in all perianal surgical. This study, however, is not without limitations. The study group could not be compared head-on to a contemporary (spinal/general) anesthesia group. The parameters, such as pain are subjective and can lead to reporting bias. For doing anorectal surgery under local anesthesia, it is not only the technique of administration of anesthesia which matters, but also the ability of surgeon to operate gently. Local anesthesia eliminates the need for prolonged hospitalization, thus minimizing lifestyle disturbances and giving the patient a psychological benefit. If the patient can be discharged from the hospital early, it helps to reduce the load on the packed surgical wards. It decreases the surgeons' dependence on the anesthesiologists, making it possible for them to do such procedures in peripheral hospital where the services of trained anesthesiologists are not always available. The procedures are also comparatively economical with feasibility even in poor infrastructure settings. Thus, local anesthesia for anorectal surgery is effective and useful alternative to contemporary modes of anesthesia for doctors and patients and it should be included in surgical training of residents.
CONCLUSION
Local anesthesia is effective and safe in anorectal surgeries. The benefit of early alimentation and ambulation enhances patients' satisfaction. This technique can prove to be a boon for developing countries, like ours, minimizing the cost and infrastructural burden.
